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ABSTRACT

Abstract of Doctoral Project Presented to the Executive Doctoral Program in Health
Administration & Leadership
Medical University of South Carolina
In Partial Fulfillment of the Requirements for the
Degree of Doctor of Health Administration
ELDER ABUSE AND NEGLECT: PREVALANCE OF ELDER ABUSE RECORDS
FOR MEDICARE/MEDICAID RESIDENTS IN NURSING HOMES OR
COMMUNITY SETTINGS

Chairperson: Kit Simpson, DrPH
Committee: Jillian Harvey, Ph.D., Tammy Hiott, DNP
Abuse and neglect of the elderly constitute a violation of the individual’s personal
rights, and often have lasting and detrimental effects. Annually, approximately 1-2
million elderly individuals are victims of maltreatment, and these individuals are three
times more likely to die than those individuals who are not victims of abuse or neglect
(Glauser & Pfeiffer, 2015). This public health problem is of great concern to clinicians
and administrators who are responsible for care of the elderly. However, the burden of
elder abuse and neglect is difficult to calculate and track because abuse and neglect in this
population often go unreported (Saylor, 2016).
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CHAPTER 1. INTRODUCTION
Background
Assessing the prevalence of elder abuse and neglect records using documented
cases that have occurred in the nursing home or community setting is problematic
because abuse and neglect of the elderly occur more often than they are reported (Traxler,
2018). According to the National Council on Aging (NCOA) (2016), a lack of training is
one of the main reasons elderly abuse and neglect are not detected or reported. For
example, the Emergency Medical Technicians (EMT’s) who transport elderly individuals
from their home settings and long-term care settings are in a key position to identify and
report abuse and neglect of this vulnerable population. But EMT’s may not be properly
trained in identifying and reporting abuse, and reporting is also time consuming for them,
which may act as a deterrent (Cannell, Gonzalez, Jetelina, & Radpour, 2016). Those
health services personnel, who have patient contact, need proper training on the
importance of the signs of abuse and neglect, so they will realize time is not a factor
when abuse or neglect is suspected.
However, the first step in changing the perception of abuse and neglect, and the
reporting of abuse and neglect for medical providers is to document the prevalence of
reported cases, both verified and suspected, that reach health professionals in acute care
settings. Without up-to-date knowledge about the prevalence of these cases, which
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represent only the “tip of the iceberg,” we cannot make informed decisions for
improvements in detection and management of abuse and neglect cases.
Problem Statement
There is a lack of recent data on the extent of reported and suspected cases of
abuse and neglect that reach acute care providers, as well as an understanding of the
medical effects and costs of abuse and neglect cases that are seen in emergency rooms
and hospitals. In this study, we will use ICD-10 codes that classify health issues and
diseases related to abuse and neglect, to identify ED and hospital cases for abuse and
neglect for Medicare patients 65 and older. This research is an important first step in the
process to begin to address a gap in knowledge that exists because abuse and neglect are
underreported in these particular settings (World Health Organization [WHO], 2018).
Research Question and Research Hypothesis
How are prevalent is elderly abuse and neglect as reported via ICD-10 codes
during health care visits of Medicare and Medicaid residents residing in the community
or nursing home settings?
We will use a retrospective cross-sectional study of archival billing data for
Medicare patients, or all emergency room visits and hospital admissions for South
Carolina year 2016. ICD-10 diagnosis codes for abuse and neglect will be identified for
seniors who present in the emergency room (in the 5% national Medicare sample or in
the SC all patient record data set). ICD-10 codes are used to record the reason for the
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emergency room visit and diagnosis given in the emergency room. The population being
studied are elderly individuals ages 65 and older in Medicare/Medicaid Nursing Homes
and those in the community home settings who visited an emergency room setting and
received an ICD-10 diagnosis code related to abuse or neglect. The 2016 National
Medicare National Data Sample ICD-10 codes from emergency room visits will be
obtained.
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CHAPTER 2. LITERATURE REVIEW
Focus and Overview
When seniors are placed under someone’s care, whether it is in a private home or
a nursing home facility, the expectation is they will be treated with dignity and respect,
and that their needs will be met by these trusted individuals. The research indicates,
however, that elderly individuals who are older than 75, and have diagnosis of dementia
or depression, are at a higher risk and more likely to be abused or neglected than others
who are in their senior years (Glauser & Pfeiffer, 2015, p. 10). The failure to provide
proper care for this vulnerable population can have a detrimental effect on the senior, and
often legal implications for the person who has performed the act. The purpose of this
literature review is to present the findings of a review aimed at defining the different
forms of elderly abuse, determining the prevalence of elder abuse, and discovering ways
to deter this dreadful health concern.
Defining Elder Abuse and Neglect
Abuse is defined as “a single, or repeated act, or lack of appropriate action,
occurring within any relationship where there is an expectation of trust that causes harm
or distress to an older person (WHO, 2018, para. 1).” Approximately 15.7% of
individuals who are 60 years of age and over endure some form of abuse (WHO, 2018,
para. 2). Neglect is defined as a form of mistreatment by individuals resulting from
inadequate attention, especially through carelessness or disregard for the needs of others”
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(National Adult Protective Services Association, [NAPSA], 2018). Abuse and neglect
take place in healthcare facilities and in private homes, so it is important to educate the
vulnerable adult when appropriate as well as caregivers and the population as a whole.
State of the Research
According to Lachs and Pillemer (2015), research and discussion on elderly abuse
began in the 1970’s, and only within the last 10 years has research on elderly abuse
become more prevalent. The literature review also revealed that there is a lack of training
and simple knowledge of what abuse and neglect are because the signs and symptoms of
these conditions are often being masked due to the aging and disease process and
decreases in functional and cognitive abilities among older adults (Vickery, 2001, p. 37).
Sometimes the elderly individual is not able to voice reports of abuse and neglect, which
is why we need to ensure screening methods are in place. According to Burnes, (2017)
current screening methods suggest that annually approximately 7.6%-9.5% of
community-dwelling individuals 60 years of age and older with no cognitive impairments
who live in the community have been victims of maltreatment. Those numbers will
increase as a simple result of people living longer.
Research on abuse and neglect of the elderly in the community setting is limited.
Based on gaps in the literature, researchers acknowledge there are three areas related to
abuse and neglect that need to be tackled: (a) “Research: Developing a knowledge base
for elder mistreatment; (b) Services: Creating a comprehensive network of elder
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mistreatment services and training opportunities; and (c) Policy: Forging a coordinated
policy approach to reduce elder mistreatment” (Breckman & Connolly, 2015, p. 3).
Proper education and effective interventions should keep abuse and neglect from
occurring (Boscart, et.al., 2016, p. 1).
Physical Abuse
Depending on the severity of physical abuse, a senior can suffer from injuries
from being slapped, boxed, and kicked, among other ways (Center for Disease Control,
[CDC], 2016). These forms of physical abuse may result in broken bones, contusions,
bruises, and open areas such as cuts, lacerations, and open areas on the elderly persons
body. In more severe cases, abuse can often lead to death due to infections, blood clots,
emotional trauma, and the inability to heal due to their already compromised overall state
of health.
Sexual Abuse
Sexual abuse is inflicted on the individual when the feelings are not mutual.
Unfortunately, perpetrators force themselves on vulnerable individuals through sexual
contact or simply by harassing them in a sexual nature (CDC, 2016). Signs and
symptoms to look for with sexual abuse are pain, irritation, bruises and/ or contusions on
the inner thighs, genitals, or anus of the elderly person. Difficulty walking, agitation,
being emotionally or socially withdrawn, and blood stains in undergarments are signs
sexual abuse may have occurred. According to Glauser and Pfeiffer (2015), sexual abuse
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is thought to be less common than any other form of abuse and is the most understudied
with only 1% of sexual abuse cases among the elderly being reported.
Individuals who are sexually abused often feel ashamed, and do not report
incidents, which could be directly related to the low percentages. According to Traxler
(2018), limited research has been conducted on elderly sexual abuse. However, the
sexual abuse research that has been conducted has revealed this kind of abuse occurs six
times more in females, and only 30% of all elderly victims ages 65 and older report
incidents to the officials. Approximately 83% of sexual abused individuals suffered this
type of horrific crime in a nursing center, and approximately 27% of these incidents
happened in the abused victim’s home, or in the home of offender (Traxler, para. 6,
2018). Elderly victims who have suffered sexual abuse frequently have cognitive
impairments such as memory loss, Alzheimer’s, dementia, or confusion, that may impact
their ability to report incidents. Leaders and advocates for the elderly need to be alert and
attentive of the signs and symptoms of sexual abuse, because victims might not be able to
report the crime themselves due to their already declining cognitive status.
Emotional/Psychological/Verbal Abuse
Emotional and psychological abuse have the capacity to cause depression in this
vulnerable population of people. Intimidation, taunting, teasing, and threatening the
elderly are common forms of abuse. These types of abuse can also be seen when an
abuser violates a senior’s personal space, ethical and moral principles, and dignity and
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respect. These behavioral concerns often make the elderly feel afraid and concerned of
repercussions. Emotional and psychological abuse can be humiliating to the individual
and make him or her feel reluctant to ask for assistance with basic needs such as food,
water, toileting, and other personal items needed (Buzgova & Ivanova, 2011).
Financial Abuse/Exploitation
Financial abuse and exploitation are common among the elderly. Caregivers, and
often complete strangers violate seniors by illegally taking funds and using funds of the
elderly in a manner that is not beneficial for them (CDC, 2016). This form of
maltreatment may also include the forgery of the elderly individual’s signature and/or
coercing these vulnerable adults into signing documents for their financial gain.
According to Glausser and Pfeiffer (2015), financial exploitation accounts for about 30%
of incidence of this kind of abuse.
Neglect
Neglect occurs when the caregiver fails to provide basic daily requirements for the
elderly person such as bathing, food, water, clothing, and shelter (CDC, 2017).
Depriving the elderly of these needs puts them at risk for adverse health outcomes.
Neglect takes place in home settings as well as in nursing facilities. Neglect in the
nursing home setting is the most prevalent form of elder abuse in nursing homes, with
approximately 95% of elderly individuals who reside in a nursing home, reporting
incidents during the past year (Traxler, 2018, para. 1).
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One form of nursing home neglect is the failure to supply basic needs for the
elderly individual such as food, water, a safe and sanitary atmosphere in which to reside.
Another form of nursing home neglect is where personal hygiene is neglected. The
elderly individual does not receive bathing, changing of soiled undergarments, or
assistance with brushing their teeth. In addition, medical neglect occurs when seniors
may not receive preventive care, and if they do receive care, it may not have been in a
timely manner. These elderly individuals may not receive medications as prescribed by
their physician; they may be suffering with infections, they may develop bed sores, or be
denied assistance with mobility needs due to their incapacity to ambulate on their own
(Traxler, 2018, para. 3).
Social and emotional neglect is another form of nursing home neglect in which
the senior is ignored, left in a corner with no stimulation, or screamed at by the healthcare
worker. Sometimes nursing home neglect can be hard to detect, so family members and
other visitors should be aware of warning signs such as malnutrition and weight loss,
dehydration, bed sores, various injuries, scrapes and bruises, and quiet and withdrawn
behavior (Traxler, 2018, para. 4). As a preventive measure, family members need to
maintain open lines of communications with staff in nursing home settings, following the
care and treatment of their loved ones very closely.
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Prevalence of Abuse and Neglect Among the Elderly
According to the American Psychological Association (APA) (2018), national
statistics are not available surrounding the prevalence of abuse and neglect, where most
victims are females who are abused by their grown children. Quite often, these adult
children who are abusers have been abused themselves or have been in an environment
where they have witnessed violence and abusive behavior (APA, 2018, p. 4). They have
adopted this learned behavior from past experiences, which have taught them that this
kind of treatment is acceptable. As a result, many cases of abuse and neglect go
undetected (AMA, 2018).
However, several research studies have been aimed at assessing the prevalence of
abuse and neglect among the elderly. Evans, Hunold, Platts-Mills, and Rosen (2017)
conducted a study on diagnosing elder abuse with ICD-9CM codes in U.S. emergency
departments. This retrospective cross-sectional analysis research study was conducted on
individuals 60 years of age and older who presented in the emergency room through the
Nationwide Emergency Department Sample (NEDS) 2012, and the National Hospital
Ambulatory Medical Care Survey (NHAMCS) 2011. Evans et al. studied the diagnoses
related to possible abuse and neglect such as contusions and infections of the urinary tract
(2017, p. 2). To determine the prevalence, they calculated the number of emergency
room visits with abuse of the elderly by using weights from surveys. They used an odds
ratio (OR) to tally and determine the demographics of the elderly individual, and
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emergency room diagnosis related to elderly abuse (Evans et.al, 2017, p. 2). Evans et. al
concluded that the number of seniors who are actually diagnosed with elder abuse in the
emergency room is significantly lower than the true prevalence of this public health
concern.
Evans et.al. (2017) found that, of the 6,723,667 visits to the emergency room in
2012 only 3,486 of those visits resulted in a diagnosis of abuse. Physical abuse and
neglect were the most prevalent forms of abuse and accounted for approximately 32% of
all cases (Evans, et. al, 2017, p. 2). The 2011, National Hospital Ambulatory Medical
Care Survey (NHAMCS) reported that 5,965 elderly visits were made to the emergency
room, in the United States for which no information was recorded related to abuse of the
elderly (as cited in Evans et al., 2017, p. 2). Abuse could have occurred, but since
nothing was recorded, it is unknown. They also found that the number of elder abuse
diagnoses recorded were much lower than the overall population prevalence (p. 2).
These findings indicate more work needs to be done to educate personnel on the signs
and symptoms of abuse and neglect. More diligence is required in equipping emergency
room personnel with the right tools to recognize and report abuse and neglect cases.
According to Khan-Hudson and Hardin (2005), the biggest population of abusers
is caregivers and family members, and many of these incidents of elderly abuse and
neglect come through the emergency room every month. With these cases, poverty
seems to be the common denominator, and elderly individuals are practically left on
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hospital doorsteps by their primary caregivers, who are committing an act sometimes
called “granny dumping” (Khan-Hudson & Hardin, 2005, p. 3). As a result, these elderly
people are often sent to healthcare facilities because their primary caregivers have
abandoned them. To deter this type of abandonment, it is imperative for healthcare
professionals who work in the home setting to be trained to detect abuse and neglect to be
proactive in providing patients and caregivers with the resources they need to care for
their loved ones in a safe and secure environment and manner. Hopefully if professionals
utilize these resources, the number of seniors who sustain bodily harm from being abused
and neglected will decrease (Khan-Hudson & Hardin, 2005).
Gironda, Mosqueda, and Nguyen (2016) conducted a cross-sectional analysis
study over a 3-year period on elderly persons’ age 65 who had been admitted to the
emergency room or an outpatient area where a fracture was the main diagnosis (Gironda
et.al., 2016, p. 1651). They studied data that was deidentified and retrieved from medical
records, investigating broken bones sustained by elderly individuals 65 and older who
presented with any kind of fracture as the main diagnosis. While the researchers did not
reveal exactly which codes where used, they described using the following method:
“Corresponding diagnoses, as captured using ICD-9 Clinical Modification (CM)
codes, for all visits to a UCI medical center facility (outpatient, inpatient, emergency
department (ED) during the study period were extracted for data analyses, including
codes for injury causes (E-codes) and factors influencing health status and contact with
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health services (V-codes). Independent variables in the model included individual
demographic characteristics, cause, location and type of fracture, point of service, and
number of medical visits. (Gironda, et al., 2016, p. 2).”
The researchers noted that injuries elderly individuals received may have put
them in danger of losing their lives. They also indicated that the prevalence of abuse and
neglect is underreported due to trouble detecting the problem because some victims have
cognitive deficits, some have fears of being retaliated against, some are fearful of being
taken from the home, and some feel the need to protect the abuser (Gironda et.al., 2016,
p. 1653). Gironda et.al., (2016) indicated the cause of fractures reported is not always
true. More often than not, the cause of incidents is reported as a routine or typical
accident, also contributing to underreporting abuse and neglect cases.
By analyzing patient demographics, the frequency of visits to this healthcare
entity, point of service, and ICD-9 codes that were in correlation to abuse (p. 1651).
Gironda et al. (2016) also found that most of the individuals abused were Caucasian
females, and that the prevalence of abuse was higher in those with dementia due to
decreased cognitive functions, and frustrations of the caregiver. Gironda et al. (2016)
concluded that medical professionals working in the emergency room need to be aware of
identifying characteristics of fractures of elderly abuse and neglect, so they can be on
high-alert when these signs and symptoms are presented.
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Gironda et.al., (2016) also reported that it took an average of 10.5 home visits for
the home health nurse to notice abuse was happening in the home (p. 1651). They noted
that healthcare workers are in a good position to pick up on clues that someone is being
abused, but they must be aware of exactly what to look for. Healthcare professionals
should be more cognizant in identifying and reporting possible cases of abuse when
elderly individuals present in the emergency room with facial, back, and head fractures.
In fact, the literature indicates two thirds of afflictions and harm from abuse in the elderly
are sustained to the individuals maxillofacial and upper extremity areas of the body
(Gironda, et.al, 2016, p. 1654).
Another factor that Gironda et al. found contributed to the underreporting of elder
abuse and neglect was underuse of the codes available for reporting it. This underuse
occurs for various reasons. First, emergency room personnel are not usually equipped
with the information they need to accurately code and document cases of abuse and
neglect. In fact, Gironda and Mosqueda (2016) indicate that when ICD-9 codes were
used, they were often inaccurate and inconsistent due to a lack of knowledge of correct
coding and proper coding practices, organizational procedures, and incentives for
emergency rooms who practice aggressive coding practices. Additionally, they indicated
that research on maltreatment of the elderly was in the beginning stages of development
as of 2016 and was approximately 20 years behind child and domestic abuse (Gironda,
et.al, 2016, p. 1654).
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Recognizing and reporting abuse and neglect are particularly important because
victims of abuse and neglect are often revictimized, and abuse and neglect are prevalent
among family members. In a study of community-based senior ages 60 and older, Avila,
Friedman, Friedman, Partida, and Tazeen (2017) found that between 2000-2011, 58 out
of 111 incidents of physical abuse were victims of repeated abuse, and only 57% of these
incidents of victims in the community setting were actually reported to law enforcement
or Adult Protective Services (APS). Data lags behind for elder abuse and neglect because
of minimal research, and low reporting of this global concern.
Abuse and Neglect in South Carolina
According to Ellis (2016), out of all the states in the US, including the District of
Columbia, South Carolina ranks in last place with safeguards against elderly abuse (Ellis,
2016, para.1). With regard to elderly individuals ages 65 and over, SC ranked
disappointingly low in establishing quality measures in nursing homes spending money
to protect the elderly against abuse, neglect, and exploitation; investigating complaints of
exploitation, neglect, and abuse among the elderly; and creating services and
organizations to attack this public health concern. In SC, improved screening tools and
community resources are needed to link victims, and concerned citizens to local police,
ombudsman, and adult protective services.
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Risk Factors for Elder Abuse and Neglect
Thanks to advances in technology and medicine, people are living longer,
resulting in more opportunities for seniors to be abused and or neglected. Unfortunately,
members of this vulnerable population often suffer abuse at the hands of their caregivers
whether living at home or residing in a nursing home. The elderly and family members,
in many cases, have no other means or ability to care for their loved ones, and must to
resort to placing them in the trust and care of a caregiver. Even though family members
are sometimes abusers, in many circumstances, it is the trusted paid caregiver who
abuses, neglects, and violates the rights of these seniors.
To determine when abuse or neglect are occurring, healthcare professionals,
community lay persons, and, when appropriate, the elderly need to be aware of risk
factors for elder abuse and neglect. According to the research, elderly females are at a
higher risk for being abused or neglected (Glauser & Pfeiffer, 2015, p. 11). Additionally,
the research indicates that males more commonly abuse the elderly than females do
(Glauser & Pfeiffer, 2015, p. 10). Elderly individuals who are cognitively impaired are
also more susceptible to being abused and or neglected. For example, when individuals
are suffering with illnesses and diseases such as Alzheimer’s, dementia, depression,
mental retardation, strokes, and concussions that impair their cognitive function, they are
in a vulnerable state that increases the likelihood of abuse or neglect (Glauser & Pfeiffer,
2015, p. 1-2).
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Seniors who have decreased physical abilities are at risk for being abused as well.
This group of people is considered vulnerable because they are defenseless and unable to
protect themselves against the one who is performing the abusive or neglectful act. For
example, sometimes a caretaker is upset with the elderly individual because that
individual is unable to care for themselves, or to assist in the care provided, and the
caregiver physically vents frustrations by physically abusing and or neglecting the
individual for whom they are providing care (Hildreth, 2011, p. 568). Additionally, due
to some disease processes, such as Alzheimer’s ICD-10 code G30.9, Dementia ICD-10
code F03.90, and altered mental status ICD-10 code R41.82, elderly individuals will
unfortunately sometimes become combative towards their caregivers (ICD10Data.com,
2018). As a result, the caregiver is often combative in return due to their lack of
understanding of disease complexities.
Other risk factors for elder abuse and neglect include caretakers who are
substance abusers (Hildreth, 2011, p. 568). These individuals often have impaired social
and psychological abilities to care for someone else because of their dependency on
alcohol ICD-10 code F10 and psychoactive substance abuse ICD-10 code F-19
(ICD10Data.com., 2018). Substance abuse can dominate the caretaker’s ability to be
rational and empathetic towards an elderly person and affect their capability to hold down
a steady job. This situation puts the vulnerable adult at risk for having their finances
compromised because the caregiver needs a place to stay and financial means (Hildreth,
2011, p. 568).
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Elderly individuals are also at risk for being abused and neglected by caregivers
who are under the stress of caring for the vulnerable adult, experiencing financial strain
or difficult life events, or who are victims with a history of some form of abuse
themselves. Other risk factors for elderly abuse and neglect are poor physical or mental
health status of the individual and possibly their caregiver who is caring for them. Lachs
and Pillemer (1995) note that the elderly are vulnerable when in the care of caregivers
who have a history of violent behavior and antisocial tendencies. Being aggressive in
nature and having antisocial habits can be a trigger for becoming lonely, which could
lead to frustrations and lack of coping mechanisms to understand and deal with
overwhelming situations and circumstances. Unfortunately, this type of caregiver may
succumb to those frustrations and release their anger on the frail individual whom they
trusted.
According to Lachs and Pillemer (1995), the elderly are also at risk of being
abused and neglected when there is a lack of social support from other family members,
friends, and neighbors. Having socialization and regular visits from different people
yields the opportunity for others to notice signs and symptoms of abuse and neglect of the
elderly person. Social support and stimulation have the capacity to decrease risk factors
for elderly abuse. When the elderly individual has social support from immediate family
members, friends, neighbors, church members, clubs, and organizations, the opportunity
for maltreatment decreases.
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Social support and stimulation make the heart feel happy because the individual is
receiving care and attention from loved ones. In contrast, when elderly individuals feel
that no one cares about them due to a lack of social support and stimulation, they get
lonely and fall susceptible to the common risk factors of abuse and neglect. Elderly
people benefit from receiving love and affection through personal visits and from having
general conversation. They want their loved ones to spend quality time with them. If
appropriate, seniors also like when their loved ones take them on social outings to church
events, restaurants, and shopping. There are many risk factors to consider surrounding
the discussion and research of abuse and neglect. It is up to us as leaders in healthcare to
inform the populace of this public health concern and encourage social support and
stimulation.
Resident Rights
Residents of long-term care facilities have rights that should not be violated. It is
standard procedure for residents who reside in Medicare/Medicaid facilities to have their
rights provided to them upon admission, so they will be educated on their rights as a
patient in the long-term care setting. According to the United States Centers for
Medicare and Medicaid Services (CMS) (2018), Medicare and/or Medicaid nursing
homes who are certified have specific state and federal laws in place to protect the elderly
and to ensure they receive the appropriate care needed and deserved. Under these
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guidelines, everyone has the right to be treated fairly with dignity and respect to be free
from abuse and neglect.
Residents’ rights is an area leaders need to emphasize with staff during new hire
orientation and on-going training sessions. For example, staff should be taught the
elderly are not our children, and we must talk to them in a respectful manner and treat
them with the utmost respect. Talking down to, demeaning, threatening, and
purposefully withholding anything from a vulnerable adult is abusive behavior and
cannot be tolerated at any level. If these or any other concerns develop, elderly
individuals have the right to make complaints without fear of retaliation from staff, and
the resident can make appeals to complaints if they do not feel they received the
resolution for which they were searching (CMS, 2018). The elderly who reside in these
facilities trust leaders and staff to utilize common sense practices and resources to
provide good quality care for them and protect their resident rights.
Quality Standards
To ensure Medicare/Medicaid nursing facility residents receive proper care, the
government has developed a national quality improvement initiative. This quality
improvement measure is called Nursing Home Compare and Star Rating System (CMS,
2018). In the United States, CMS (2018) offers resources on regulatory inspections
information, the nationwide database Minimum Data Set (MDS), and the data from
Medicare claims, which rates the quality care delivered to residents in these facilities.
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This data is available to the public, to provide quality information to individuals who are
searching for a Medicare/Medicaid facility for themselves or a loved one who requires
long-term care, taking into consideration, when a facility has subpar quality results, the
potential for abuse and neglect are there.
Because abuse and neglect have become a prevalent phenomenon today, it is
beneficial for Nursing Home Compare to provide families seeking to place their loved
ones in a nursing home with information from the CMS database on health inspections
such as citations issued from the last three state inspections, as well as citations from
complaint inspections (CMS, 2018). In addition to those areas, data is provided about
staffing, and any penalties that are sanctioned against the nursing home. Staffing ratios
are determined based on the care needed for these seniors, as assessed on the MDS.
Appropriate staffing levels help ensure the delivery of quality healthcare services. These
are areas of interest and possible red flags if staff resident ratios are low. It is also of
interest to determine if the facility has received any citations with new hire orientation
and training practices. Since this information is available to the public, it is important to
review information related to any previous penalties the facility has received, whether or
not the citations have been corrected, and what measures have been put in place to
prevent repeat violations. Those seeking care for loved ones should also complete a
nursing home checklist prior to having a loved one admitted into a skilled nursing facility
(CMS, 2018). Additionally, if possible, families should make visits to nursing homes
they are considering for loved ones. In-person and unannounced visits often reveal
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information not found in a report on the computer. Families should also speak with a
personal physician to assist in the process of selecting a good nursing home, as
physicians often have background knowledge of individual nursing home practices within
their communities.
Nursing home facilities should work diligently in continuous quality improvement
for the betterment of the population they serve. MDS assessments should be conducted
upon admission and periodically on residents who move into Medicare/Medicaid
facilities related to their cognitive, physical, emotional health and overall well-being.
The information gathered should be used to develop an individualized plan of care for the
resident in the facility.
In addition to those areas, Nursing Home Compare assesses the quality of care
residents in Medicare/Medicaid facilities receive, analyzing the data on claims from when
resident admissions and discharges happen between the hospital and the nursing home
(CMS, 2018). This information is used along with information on resident emergency
room visits to calculate readmission rates to determine payment/reimbursement amounts.
Both residents who have frequent readmissions, and those who do not are at risk for
having their quality of care compromised. CMS and Nursing Home Compare also assess
areas of resident care quality and measurements related to bed sores, the use of restraints,
decreased physical abilities, depression, and weight loss, where any of these have the
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potential to be related to abuse or neglect. The information presented on Nursing Home
Compare is there for public knowledge and education.
Screening and Detecting Elder Abuse and Neglect
According to Hardin and Khan-Hudson (2005), doctors and nurses in the
emergency room setting need to take the lead in the effort to screen, diagnose, intervene,
and report because elderly victims of abuse and neglect often present in the ER.
According to the NCEA (2016), it is important for healthcare workers in the emergency
room to screen and detect elderly abuse as vigilantly as they do for child abuse. The
NCEA notes that primary care physicians see their senior citizen patients approximately
five times within a year, and those visits provide the right time to screen for elderly abuse
and neglect (NCEA, 2016, p.1). Physicians have a major role in identifying this public
health concern and increasing awareness with the caregiver, and the patient where
appropriate.
Since there is no standard program in place for screening for abuse with the
elderly, the American Medical Association suggests screenings for abuse be completed
on all geriatric individuals, in hopes of detecting and preventing these incidents from
being so prevalent (NCEA, 2016, p. 1). According to NCEA (2016), only 1.4% of abuse
incidents that have been reported to Adult Protective Services were reported by
physicians. That is a very small percentage. Other settings where elderly individuals can
be screened for abuse are dentist offices and gynecology clinics. In particular, since
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women are at a greater risk for being abused, the gynecology office is a good place to
implement abuse training and screening procedures (NCEA, 2016, p.3).
Best Methods for Screening for Elderly Abuse and Neglect
Healthcare professionals need to be aware of signs and symptoms of abuse and
neglect, and they need to be equipped with the proper screening tools to ask appropriate
and directed questions. When receiving answers from the caregiver and the
resident/patient, professionals need to monitor body language, facial expressions,
guarding of body parts, and tone of voice. Glauser and Pheiffer (2011) state that during
the screening process, healthcare professionals need to be aware of caregivers who do not
allow the elderly person to answer questions, but speak for them (Glauser & Pfeiffer,
2015, p. 11). They also discuss the importance of questioning the possible abuser and
the elderly person individually, in hopes the abused individual will feel comfortable and
answer questions honestly (p. 11). The Elderly Abuse Suspicion Index was first used by
doctors in the primary care setting. However, this tool can be helpful in other areas of
healthcare in assessing for abuse and neglect. The tool is aimed at determining if the
elderly individual feels safe and is having their needs met, and at assessing what they
experience on a daily basis.
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Elder Abuse Suspicion Index

Figure 1. The Elder Abuse Suspicion Index (EASI). Hoover, R.M., Polson, M. (2014).
Although research shows screening tools have not been proven to provide
conclusive evidence of abuse and neglect, screening is still a good way to work towards
curbing maltreatment (Glauser & Pfeiffer, 2015, p. 12). According to Glauser and
Pfeiffer, screening tools such as the Elder Abuse Suspicion Index (EASI) could be
implemented in emergency room settings (2015). This tool only has six questions, where
the elderly person is responsible for answering five of the six questions, and the physician
answers one of the screening questions (Glauser & Pfeiffer, 2015, p. 12). With this

26

screening tool, if any questions are answered with a “yes,” further investigation for abuse
and neglect should be done at that time. Another screening tool created by the American
Medical Association has nine questions, and if any of those questions are answered yes,
further investigation should be done (Glauser & Pfeiffer, 2015, p. 12).
In fact, Lachs and Pillemer (1995) suggest asking blunt questions like the following:
1. Who does the cooking?
2. Do you and your caregiver have arguments, and if so, do they yell at you?
3. Who handles the finances?
4. Are you isolated from everyone else, being banned to a certain area of the
home?
5. Does anyone inflict physical harm to your body?
Using questions like these, healthcare professionals in the emergency room need
to drill down if they suspect abuse or neglect. Abuse and neglect might be more quickly
detected through emergency room visits and screenings, but emergency personnel are
often not aware of how to handle situations because protocols are not in place. In fact,
one study shows that due to physicians’ poor detection of abuse and neglect, their
reporting only accounted for 2% of all the cases reported in the entire state of Michigan
(Glauser & Pfeiffer, 2015, p. 2). According to Glauser and Pfeiffer (2015), 79% of
emergency room physicians stated that they rendered treatment to an elderly victim of
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abuse (p. 2). However, only 50% of these physicians reported these cases to the proper
authorities (Glauser & Pfeiffer, 2015, p. 2).
Screening tools help prevent abuse and detect abuse that has already occurred,
and they do not bring any physical harm to the individual being screened. The elderly
individual might be hesitant to talk about maltreatment for fear of retaliation, however.
Therefore, it is imperative for healthcare professionals to be properly trained to detect
signs and symptoms of abuse and neglect and be equipped with screening tools. These
screening tools should be a standard protocol in healthcare settings that all employees
have been trained on how to use with accuracy. The screening tools need to be simple
and short in nature, guiding the healthcare professional with next steps if abuse and or
neglect is detected; protecting the elderly person as a first priority. Leaders must take on
the responsibility to educate employees and the community at large about abuse and
neglect. It is our humane duty as healthcare professionals and regular citizens to report
any form of abuse and neglect that we suspect, witness, or hear about.
Research shows that hospitals with emergency rooms that are accredited by the
Joint Commission are mandated to screen individuals for abuse and neglect, which is
often a simple question of asking whether the individual feels safe or being subject to
abuse within their home (Glauser & Pfeiffer, 2015, p. 12). In fact, recent
recommendations from the American Medical Association propose physicians
specifically ask elderly individuals about violent behavior exhibited in their home that
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could be correlated to abuse and neglect (Lachs & Pillemer, 1995, p. 438). Researchers
are optimistic that healthcare professionals in the emergency room department, especially
physicians, will be more proactive in initiating screening for elderly abuse and neglect,
and most importantly, report these findings when there is suspicion or proof of these
findings.

Potential Benefits and Potential Harms of Screening

potential benefits

potential harms

 Screening is critical for early
detection and prevention of elder
abuse (Burnett et al., 2014).  Similar to
IPV screening for pregnant women,
elder abuse screening does not
present any noticeable harm. Even if
potential benefits are unclear, they
are possible (Dong, 2015).

 Screening poses an additional
challenge for APS agencies, which are
already overwhelmed and underresourced (O’Brien in Dong, 2015).

 An encounter with a professional
may be an elder’s only chance to
change an abusive situation and
prevent its continuation or
exacerbation (Cohen, 2011).

 There is a perceived lack of response
to screening, detection, and
reporting, which may lead to even
less reporting by healthcare
providers (O’Brien in Dong, 2015). 
Initiatives to promote awareness of
elder abuse are encouraging, but fail
to meet threshold to justify screening
(O’Brien in Dong, 2015).

 Early detection and interventions as
a result of screening may help
ameliorate or stop elder abuse (Dong,
2015).

 Existing tools are problematic
because they don’t detect common
forms of abuse including financial
and neglect (O’Brien in Dong, 2015).

Research to Practice: Elder Abuse Screening Tools for Healthcare Professionals • 2016
Screening Potential Employees and Training New Hires
It is vitally important for leaders in healthcare organizations to perform new hire
screenings on their employees in hopes of detecting those who have a history or
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predisposition for abusing or neglecting an elderly person. For example, history and
physicals, background checks and fingerprints will reveal if the individual has any
charges or arrest records for abuse, neglect, violent behavior, and other red flags for
potential maltreatment of an elderly person. Additionally, the implementing of
mandatory drug screens and conducting reference checks provides good background
information that could be helpful in determining if the candidate for employment has a
potential to abuse or neglect an elderly vulnerable adult. Team interviewing is another
process that can be useful in detecting adverse behaviors and tendencies in potential new
hires. New employers need to provide proper training for their staff initially, and ongoing on abuse, neglect, and sensitivity, and new hires also need to be trained on having
appropriate conversations with elderly individuals.
Legal Implications and Reporting Agencies
On March 23, 2010, health policy makers enacted the Elder Justice Act (EJA) as
part of the Patient Protection and Affordable Care Act (PPACA). This was the initial
piece of governmental legislation approved to permit federal dollars to target neglect,
abuse of the elderly, and exploitation (NCEA, 2017, para. 23). The EJA authorizes grant
funding in support of continuing education for employees of regulatory bodies who
conduct surveys and other agencies for reporting abuse and neglect, including the
Ombudsman, the Department of Health and Environmental Control (DHEC) and Adult
Protective Services.
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Reporting abuse or neglect is always the right decision, and reports should be
made as soon as an individual becomes aware of the abuse or neglect. Police officers and
Adult Protective Services (APS) can make unannounced home visits, ask questions, and
obtain background information on the possible crime. Depending on the severity of the
abuse and neglect, individuals can face jail time and their fines and sentences can vary. If
an individual who abuses or neglects a vulnerable adult, holds a professional license or
certificate, those credentials might be revoked if the individual is convicted of the crime.
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CHAPTER 3. METHODOLOGY
Study Objective
The objective of this study is to assess the prevalence of elder abuse and neglect
by using the SC sample of the 5% of the 2016 National Medicare National Data Sample
from emergency records for Medicare/Medicaid beneficiaries.
Design
A retrospective cross-sectional study of archival billing data for Medicare
patients, all emergency room visits and hospital admissions for South Carolina for
calendar year 2016. ICD-10 diagnosis codes for abuse and neglect were identified for
seniors who presented in the emergency room (in the 5% national Medicare sample or in
the SC all patient record data set).
Population
The population studied are elderly individuals ages 65 and older in
Medicare/Medicaid Nursing Homes and those in community home settings who visited
an emergency room setting and received an ICD-10 diagnosis code related to abuse or
neglect.
Data Source
The 2016 National Medicare National Data Sample ICD-10 codes from
emergency room visits will be obtained. ICD-10 codes are used to record the reason for
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the emergency room visit and the diagnosis were given in the emergency room. For
example, ICD-10 code T74.01 is the code for adult physical abuse, which provides
evidence that an incident of abuse and neglect occurred (ICD10Data.com 2018).
Measurement and Specification of Abuse
Abuse and neglect were measured here by ICD-10 codes in relation to the
classifications that have been identified (ICD10Data.com 2018). I used this information
to determine the prevalence of abuse and neglect of these elderly individuals who present
in the emergency room, and if they were admitted and or treated and discharged back to
their skilled nursing home setting, or to a private home in the community.
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Classification

ICD-10 Codes

Adult Neglect or Abandonment Suspected

T76.01

Adult Physical Abuse Suspected

T76.11

Adult Psychological Abuse Suspected

T76.31

Adult Sexual Abuse Suspected

T76.21

Unspecified Adult Maltreatment

T76.1

Suspected
Adult Neglect or Abandonment Confirmed T74.01
Adult Physical Abuse Confirmed

T74.11

Adult Psychological Abuse Confirmed

T74.31

Adult Sexual Abuse Confirmed

T74.21

Injuries to the abdomen, lower back,

S30-S39

lumbar spine, pelvis, and external genitals
ICD10Data.com 2018
Statistical Analysis
An analysis was completed to assess the prevalence of confirmed and suspected
abuse and neglect, measured by ICD-10 codes in relation to the classifications identified
by the files of in-patient, outpatient, Medicare part B, home health, skilled nursing
facilities, and durable medical equipment. Baseline frequencies for Medicare 2016
patients with Abuse or Suspicion were obtained. Descriptive statistics were used to
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compare the patient characteristics for subgroups. Differences in normally distributed
continuous variables were examined using a Student t-test, with a Wilcoxon test used for
non-normal distributions. Frequencies and percentages were compared using the chisquare test.
Limitations
Limited research has been conducted on elder abuse and neglect, and few
interventions are in place to combat these crimes against the elderly. This literature
review revealed gaps I data where some statistics were not present. These limitations
mask the true numbers, which limit research, health policy, funding, and educational
programs. Burns (2017) also noted that there is a gap in the elder mistreatment literature
and research due to lack of knowledge and comprehension among healthcare
professionals and lay persons, as well as appropriate interventions for these incidents (p.
409). Therefore, the most effective method of identifying cases of abuse and neglect in
the emergency department has been identification by healthcare professionals (Beach &
Carpenter, p. 190-195, 2016). At present, healthcare professionals are still trying to raise
awareness of elderly abuse and neglect to ensure this method is as effective as possible.
Another limitation is that in general, elderly abuse is not emphasized as equally as
domestic violence and child abuse (Rogers, 2017, para. 8). According to Traxler (2018),
elder abuse is known as a “silent condition” because we are not fully aware of exactly
how many seniors are victims of abuse, neglect, or exploitation nationally. Traxler
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(2018) also notes that thousands of seniors are potentially being maltreated, but a lack of
statistics masks the real numbers. Because there is no compilation of across-the-board
national data, and each state is responsible for collecting their own data on abuse, there
are gaps where incidents are not accounted for (Traxler, 2018). We are limited in data
and statistics simply because research on elderly abuse and neglect are not prevalent. As
a result, our seniors continue to suffer from being mistreated by those who are supposed
to be giving them love, care, and support during their latter years.
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CHAPTER 4. RESULTS
Results
Using all inpatient and outpatient records for a 5% sample of Medicare 2016
beneficiaries in 2016, we identified 9,360 individuals with an ICD-10 code indication of
either suspected or confirmed abuse. Of these, 469 (5%) individuals had a confirmed
abuse code. Results from this report denote the average age in this sample was 78 years
old for males and 76 years old for females, bringing the average age to 77 years old.
There was no difference between suspected or confirmed abuse based on the age of these
individuals, p=.3903. The data shows an analysis of abuse inflicted by females between
males and females, there is no difference by sex, p=.5274. The data indicates that there is
no difference between suspected and confirmed incidents across races, p=.4206.
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Variable

Confirmed Abuse

Suspected Abuse

Statistic

N=254

N=214

Age mean (SD):

76.1 (8.5)

78.6 (9.0)

P=.0025

Male Sex (%)

67 (57%)

51 (43%)

P=.5274

Female Sex (%)

187 (53%)

163 (47%)

P=.5274

White Race (%)

195 (545)

167 (46%)

P=.4206

Black Race (%)

46 (61%)

30 (39%)

Hispanic Race (%)

3 (38%)

5 (63%)

Other Race (%)

10 (45%)

12 (55%)

Race:

Medicaid Eligible (%) 101 (53%)

90 (47%)

P=.6152

P=.0001

Site of 1st Diagnosis:
Office

151 (62%)

94 (38%)

Outpatient

66 (58%)

48 (42%)

In-patient

30 (31%)

66 (69%)

Home Health

4 (57%)

3 (43%)

Skilled Nursing

3 (50%)

3 (50%)

Table 1: Characteristics of the Population with Confirmed or Suspected Abuse
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We examined all the records with any type of abuse code. These results are
provided in Table 2. There are a greater number of records than patients in the data set
because each patient often had more than one record with the abuse codes of interest.
The data in Table 2 do suggest there is a difference in settings where the abuse codes are
recorded. Most events are recorded in physician’s office settings. The results show
elderly individuals are diagnosed at a higher rate in the physician office setting than any
other setting. Approximately 62% of abuse and neglect cases were identified in the
physician office setting, and 38% were suspected cases of abuse and neglect.

Type

InPatient

Office

Out-Patient

Home
Health

Skilled Nursing
Facility

Neglect

79

282

74

6

23

Physical
Sexual

63
21

319
373

112
203

4
1

10

Psychological 5

80

32

2

Unspecified

279

15

8

Table 2: Distributions of Medical Care Settings Where the Abuse Codes Were Recorded
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I was able to obtain some data from Adult Protective Services for elder abuse and neglect
in South Carolina. There is a difference in the data received from APS with typology and
living arrangements. Since there is a stark difference in the data reported by APS and the
5% Medicare sample, it proves there is a need for standardized research. Exploitation
had the most cases of abuse among the elderly, followed by physical and sexual abuse,
which are accounted for under abuse. Self-neglect had the highest number of neglect
cases with the elderly. The highest number of cases by living arrangement occurred with
a relative followed by the elderly person living at home.
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NOTE 1 -- The sum of the numbers under "Total # of Assessments with
this Typology" is greater than the "Unduplicated STATE TOTALS" under
"Total # of Reports Accepted for Assessment" because some reports
had two or more Typologies; the same is true for the "Substantiated" and
"Unsubstantiated" columns.
Total # of
Total # of
Reports
Total # of Reports
Reports
Reports
Accepted for
that were
Accepted for
that were
Assessment
UNSUBSTANTIATED
Assessment SUBSTANTIATED

Unduplicated
STATE
TOTALS

5,677

2,029

3,571

Typologies
Identified
during the
Assessments

Total # of
Assessments
with
this
Typology

Total # of
Assessments
with
this Typology
that were
SUBSTANTIATED

Total # of
Assessments with
this Typology
that were UNSUBSTANTIATED

Abuse

453

95

358

Exploitation
Neglect by
Caregiver
Psychological
Abuse
Self Neglect
Reports with
Typologies
Not Identified
Assessments
Not Yet
Completed

522

140

382

1,939

638

1,301

77

12

65

2,799

1,190

1,609

10

2

8

77

Table 3: Findings of APS Reports that were Accepted for Investigation during SFY 20162017-by Typology.
SCDSS - Division of Accountability, Data, and Research (data from CAPSS on
October 1, 2017).
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Reports Accepted for
Assessment

Total # of
Reports
Accepted for
Assessment

Unduplicated
STATE TOTALS

5,677

Living Arrangements
of the Victim

Alone

Total # of
Assessments
with
this Living
Arrangement

Total # of
Total # of
Reports
Reports
that were
that were UNSUBSTANTIATED SUBSTANTIATED

2,029

3,571

Total # of
Total # of
Assessments
Assessments
with
with
this Living
this Living
Arrangement
Arrangement
that were
that were UNSUBSTANTIATED SUBSTANTIATED

1,423

587

836

Licensed Facility

736

375

361

Other

479

163

316

Unlicensed Facility

47

18

29

2,148

656

1,492

750

225

525

17

5

12

With Relative
With Spouse
Living Arrangement
Not Recorded
Assessments Not
Yet Completed

77

Table 4: Findings of APS Reports that were Accepted for Investigation during SFY
2016-2017-by Living Arrangement.
SCDSS - Division of Accountability, Data, and Research (data from CAPSS
on October 1, 2017).
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Having a standard procedure for recording cases of abuse and neglect would provide
accurate data across the continuum, which could have a positive impact on increased
grants and funding for research and training.
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CHAPTER 5. DISCUSSION AND CONCLUSION
Discussion and Conclusion
Elderly abuse and neglect are a global health concern. Because data is limited, it
is difficult to determine how much abuse and neglect go undetected. According to the
Department of Justice (DOJ), elderly abuse is severely underreported. In fact, the DOJ
indicates that Adult Protective Services only receives reports on 1out of every 23 cases of
elder abuse, while 1 out of 10 seniors are abused annually (DOJ, 2018). The statistics are
staggering and make elderly abuse and neglect a major public health concern. An
analysis of all inpatient and outpatient records for a 5% sample of Medicare 2016
beneficiaries in 2016, revealed no statistical differences in age, sex, or race among elderly
individuals who experience abuse or neglect. The literature does reveal that more elderly
individuals are diagnosed with abuse or neglect in the physician office setting than in any
other location. Therefore, physicians and other healthcare professionals need to take a
leading role in identifying elder abuse and neglect in every setting.
Addressing this problem is critical because people are living longer in the United
States today. Approximately 45 million people in the United States are over 60 years of
age, and approximately 3 million individuals are over 85 years old (Beck, T.T., 2011).
According to WHO (2008), approximately 1.2 billion older people will be living in the
United States by 2025. As this group ages and retires, abuse and neglect will be an
important concern. The 2015 White House Conference on Aging (WHCOA) focused on
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“elder financial exploitation, abuse and neglect” (Breckman, Connolly, Lachs, Pillemer,
& Spreng, 2015, p. 320-321) as a top priority, warning that 76 million baby boomers will
be entering retirement, and they will not be exempt from elder abuse and neglect.
Already, an estimated 7.6%-11% of the 4,000 individuals in the senior population
who are 60 years of age or older and currently living in a facility have suffered illtreatment (Breckman et. al., 2015). Glauser and Pfeiffer (2015) indicated that abuse and
neglect have increased in the home setting because seniors are living longer with
complex and debilitating medical issues and have increased needs for dependent care.
Researchers are hopeful with the implementation of these methods and better education,
elder abuse and neglect statistics will decrease. Unfortunately, seniors are being abused
in long-term care facilities and in the home community setting. Approximately 1 out of
10 elderly individuals who live in the U.S. has suffered abuse in some way. However,
the reported prevalence of abuse and neglect in these settings is low because most
incidents do not get reported (Gironda, M.W., Mosqueda, L.M., Nguyen, A.L., 2016, p.
1651). If this problem is not addressed, the abuse and neglect numbers will be
staggering, and victims’ health conditions will deteriorate as a result of the incidents.
It is unacceptable for child abuse and domestic violence to be the only kinds of
abuse addressed. Leaders, teachers, healthcare workers, and private citizens need to get
involved, wave the red flag of alert, and stop abuse and neglect from being overlooked
and swept under the rug. We must take-action and change the outlook of this terrible
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concern by working together as advocates for seniors’ rights. The elderly generation
have paved the way for us, and we need to be more concerned about their well-being and
protecting them from harm at the hands of entrusted caregivers. As healthcare
professionals, we need to work harder and faster in developing practices, teaching
methods, and interventions that will deter abuse and neglect of the elderly at the hands of
caregivers who are supposed to be providing quality care for them.
Awareness is crucial in curbing this epidemic. Many individuals are not aware of
what abuse and neglect are. This lack of awareness directly relates to low reporting rates,
or no reporting of some incidents. To address this problem, systems are being developed
to improve screening and detection. According to Beach and Carpenter (2016), some of
those systems include surveys for family members and caregivers, the use of forensics,
and videotaping like nanny cameras set up in home and facility settings. These
approaches can be further improved if surveys are conducted on a much broader scale
and if more cameras are installed in long-term care settings and home settings. When
caregivers know they are being monitored, hopefully they will be more cognizant of and
caring in the services they provide to the senior population. Having better systems in
place may also improve screening and detection, which could help improve our ability to
measure the prevalence of elder abuse and neglect.
All healthcare professionals should have to take mandatory training sessions on
detecting and reporting abuse and neglect. Colleges and Universities should have
mandatory training courses on elderly abuse and neglect as part of the curriculum for
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individuals entering healthcare. The training needs to continue from there. We need
leaders in healthcare and lobbyists to advocate for health policy mandating specialized
abuse and neglect training for all employees of healthcare entities. In addition, social
workers and home health personnel who have access to these families in the community
will need to take a more active role in training caregivers on abuse and neglect, how to
recognize burnout and other stressors, and equip them with resources for aid and
assistance. Where appropriate, these healthcare professionals need to train elderly
patients on reporting abuse and neglect without fear of repercussions.
As humane individuals, we should not be satisfied with the fact that elderly abuse
and neglect are not receiving the attention they require in this world today. This is
unacceptable, and society should be uncomfortable with this public health concern. Any
form of abuse or neglect should not be tolerated. We must start a movement combating
elderly abuse and neglect, saving one senior at a time.
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2013 South Carolina Code of Laws
Title 44 - Health
CHAPTER 81 - BILL OF RIGHTS FOR
RESIDENTS OF LONG-TERM CARE
FACILITIES
SECTION 44-81-40. Rights of residents;
written and oral explanation required.
Appendix -D

Universal Citation: SC Code § 44-81-40 (2013)
(A) Each resident or the resident's representative must be given by the facility a written
and oral explanation of the rights, grievance procedures, and enforcement provisions of
this chapter before or at the time of admission to a long-term care facility. Written
acknowledgment of the receipt of the explanation by the resident or the resident's
representative must be made a part of the resident's file. Each facility must have posted
written notices of the residents' rights in conspicuous locations in the facility. The written
notices must be approved by the department. The notices must be in a type and a format
which is easily readable by residents and must describe residents' rights, grievance
procedures, and the enforcement provisions provided by this chapter.
(B) Each resident and the resident's representative must be informed in writing, before or
at the time of admission, of:
(1) available services and of related charges, including all charges not covered under
federal or state programs, by other third party payers, or by the facility's basic per diem
rate;
(2) the facility's refund policy which must be adopted by each facility and which must be
based upon the actual number of days a resident was in the facility and any reasonable
number of bed-hold days.
Each resident and the resident's representative must be informed in writing of any
subsequent change in services, charges, or refund policy.
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(C) Each resident or the resident's legal guardian has the right to:
(1) choose a personal attending physician;
(2) participate in planning care and treatment or changes in care and treatment;
(3) be fully informed in advance about changes in care and treatment that may affect the
resident's well-being;
(4) receive from the resident's physician a complete and current description of the
resident's diagnosis and prognosis in terms that the resident is able to understand;
(5) refuse to participate in experimental research.
(D) A resident may be transferred or discharged only for medical reasons, for the welfare
of the resident or for the welfare of other residents of the facility, or for nonpayment and
must be given written notice of not less than thirty days, except that when the health,
safety, or welfare of other residents of the facility would be endangered by the thirty-day
notice requirement, the time for giving notice must be that which is practicable under the
circumstances. Each resident must be given written notice before the resident's room or
roommate in the facility is changed.
(E) Each resident or the resident's representative may manage the resident's personal
finances unless the facility has been delegated in writing to carry out this responsibility,
in which case the resident must be given a quarterly report of the resident's account.
(F) Each resident must be free from mental and physical abuse and free from chemical
and physical restraints except those restraints ordered by a physician.
(G) Each resident must be assured security in storing personal possessions and
confidential treatment of the resident's personal and medical records and may approve or
refuse their release to any individual outside the facility, except in the case of a transfer to
another health care institution or as required by law or a third party payment contract.
(H) Each resident must be treated with respect and dignity and assured privacy during
treatment and when receiving personal care.
(I) Each resident must be assured that no resident will be required to perform services for
the facility that are not for therapeutic purposes as identified in the plan of care for the
resident.
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(J) The legal guardian, family members, and other relatives of each resident must be
allowed immediate access to that resident, subject to the resident's right to deny access or
withdraw consent to access at any time. Each resident without unreasonable delay or
restrictions must be allowed to associate and communicate privately with persons of the
resident's choice and must be assured freedom and privacy in sending and receiving mail.
The legal guardian, family members, and other relatives of each resident must be allowed
to meet in the facility with the legal guardian, family members, and other relatives of
other residents to discuss matters related to the facility, so long as the meeting does not
disrupt resident care or safety.
(K) Each resident may meet with and participate in activities of social, religious, and
community groups at the resident's discretion unless medically contraindicated by written
medical order.
(L) Each resident must be able to keep and use personal clothing and possessions as
space permits unless it infringes on another resident's rights.
(M) Each resident must be assured privacy for visits of a conjugal nature.
(N) Married residents must be permitted to share a room unless medically contraindicated
by the attending physician in the medical record.
(O) A resident or a resident's legal representative may contract with a person not
associated with or employed by the facility to perform sitter services unless the services
are prohibited from being performed by a private contractor by state or federal law or by
the written contract between the facility and the resident. The person, being a private
contractor, is required to abide by and follow the policies and procedures of the facility as
they pertain to sitters and volunteers. The person must be selected from an approved list
or agency and approved by the facility. All residents or residents' legal representatives
employing a private contractor must agree in writing to hold the facility harmless from
any liability.
HISTORY: 1985 Act No. 118, Section 4; 1992 Act No. 474, Section 1; 1994 Act No.
438, Section 1.
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2013 South Carolina Code of Laws
Title 44 - Health
CHAPTER 81 - BILL OF RIGHTS FOR
RESIDENTS OF LONG-TERM CARE
FACILITIES
SECTION 44-81-70. Retaliation.
Appendix E-

Universal Citation: SC Code § 44-81-70 (2013)
No facility by or through its owner, administrator, or operator, or any person subject to
the supervision, direction, or control of the owner, administrator, or operator shall
retaliate against a resident after the resident or the resident's legal representative has
engaged in exercising rights under this act by increasing charges, decreasing services,
rights, or privileges, or by taking any action to coerce or compel the resident to leave the
facility or by abusing or embarrassing or threatening any resident in any manner.
HISTORY: 1985 Act No. 118, Section 7.
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2013 South Carolina Code of Laws
Title 44 - Health
CHAPTER 81 - BILL OF RIGHTS FOR
RESIDENTS OF LONG-TERM CARE
FACILITIES
SECTION 44-81-30. Definitions.
Appendix F-

Universal Citation: SC Code § 44-81-30 (2013)
As used in this chapter:
(1) "Long-term care facility" means an intermediate care facility, nursing care facility, or
residential care facility subject to regulation and licensure by the State Department of
Health and Environmental Control (department).
(2) "Resident" means a person who is receiving treatment or care in a long-term care
facility.
(3) "Representative" means a resident's legal guardian, committee, or next of kin or other
person acting as agent of a resident who does not have a legally appointed guardian.
HISTORY: 1985 Act No. 118, Section 3.
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Nursing Home Abuse Statute of
Limitations
Appendix G-

Statute of Limitation Periods by State
Nursing home abuse cases have specific statutes of limitations set out by their state of
jurisdiction. They range from as short as 1 year to as long as 6 years. Here are the
limitation periods in each of the fifty states that a plaintiff has to file a claim and start a
civil action.

1 Year Limitation
Kentucky, Louisiana, Tennessee

2 Year Limitation
Alabama, Alaska, Arizona, California, Colorado, Connecticut, Delaware, Georgia,
Hawaii, Idaho, Illinois, Indiana, Iowa, Kansas, Minnesota, Nevada, New Jersey, Ohio,
Oklahoma, Oregon, Pennsylvania, Texas, Virginia, West Virginia

3 Year Limitation
Arkansas, District of Columbia, Maryland, Massachusetts, Michigan, Mississippi,
Montana, New Hampshire, New Mexico, New York, North Carolina, Rhode Island,
South Carolina, South Dakota, Vermont, Washington, Wisconsin

4 Year Limitation
Florida, Nebraska, Utah, Wyoming

5 Year Limitation
Missouri

6 Year Limitation
Maine, North Dakota

